7~ VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

April 3, 2012

Ms. Meagan Buckley, Administrator
Berlin Health & Rehab Ctr

98 Hospitality Drive

Barre, VT 05641-5360

Dear Ms. Buckley:

Division of Licensing and Protection
103 South Main Street, Ladd Hall
Waterbury, VT 05671-2306
http://www.dail.vermont.gov

Voice/TTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

Provider #: 475020

Enclosed is a copy of your acceptable plans of correction for the survey and complaint
investigation conducted on February 29, 2012. Please post this document in a prominent

place in your facility.

We may follow up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies

may be imposed.
Sincerely,

SRR

Pamela M. Cota, RN, MS
Licensing Chief

PC:ne

Enclosure

Disability and Aging Services
Licensing and Protection

Blind and Visually Impaired
Vocational Rehabilitation


http://www.dail.vermont.gov
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An unannounced on-site corplaint Investigation
was conducted by tha Division of Licensing and *
Protection on 2/29/12. The following ate the
regulatory violations Identified.

F 201 | 483,12(a){2) REASONS FOR

F 207 1. Resident #1 no

Ss=3 | TRANSFER/DISCHARGE OF RESIDENT longer resides at the :
: center. : i
The facllity must parmit each resident to remain in| - . : i
the faclllty, and not transfer or dischargetha - | " 2. AJl residents with a !
resident from the facllity unless the transfer or discharge plan have | :
discharge is necessary for the resident's walfare " the potential to be !
and the resldents needs cannot be metin the . . affected by this
facillty. _ ' ‘ . alleged deficient
The transfer or discharge is appropriate bécause | practice': .
the resident's heaith hag improved suficlentyse | =~ 3. Any resident who is
the resident no longer neads the services ! : unable or unwilling
provided by the facility, - o o ' to transfer at time of
The safety of Individuals in the facity s~~~ discharge will be
: endangered: ' : A evaluated by the unit
o - : managet or designee.
The health of individuals In tha facility would The thers
otherwise be endangered; - - - =Py
' ‘ 4 : departmient will
: The resident has falled, after reasonable and evaluate the resident
- dppropriete notice, to pay for (or to have paid = |- i if needed.
. Under Medicare’ar Medicaid) a stay at the facliity. g1t :
; For a resident who becomes eligible for Medicaid |. 4 Reeducation ofthe
i after admigsion to a nursing facility, the nursiig ‘ uwnt managers and
| facllity may charge a resident only allowable nurses will be
! charges under Medicaid; or | completed to include F, ~
I The facility ceases to operate, - o evaluation of the U FO |
I L . T resident prior to § q) C.

discharge or when a

. ' This REQUIREMENT is not met as evidenced J Si,&@ﬁcafm change in

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE | . Q C'Zl:;:;:,@ w)

Ary deficiency statcmant snding with an aeterisk (7) denctes g deficiency which the Institution may be excused franh conecling praviding It |s dotermined that
other safeguards provide sufficiant protection 1o the patients. (See {natructions.) Except for nursing hames, the findingu stated above ara dizciosable 90 days
foilowing the date of aurvey whether or not @ plan of correction is provided. For nursing hamaa, tha above findings and plans of comection are dieciosable 1
days following the dale these: documents’ ara made avalisblo to the facility. If deficienciey mre cited, an wpproved plkn of cagmection is requisite to contlnued
program pagicipation. . L :
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F 201 | Gontinued From page 1 F 201 mobility is noted.
"Ly ' | Random weekly
Based upon interview and record review, the audits to be
facility failed to ensure that a discharge was
appropriate because the resident's health con}p leted by DNS or
improved sufficiently so the residant no longer des1gx?ec to measure
needed services provided by the facillty for one effectiveness of plan
. applicable resident. (Resident#1). Findings' start by 3/29/12.
; include: K The DNS to report
| Per record review and confirmed with thie Director results of plz%n to
of Nursing (DNS) on 2/28/12 &t 2:03 PM, the QAA committee
1 21312 the Admission Nursing Eveiuation for monthly X 3. QAA
Resident#1 states: "Mobility: Amibulates with - committee 1o
assist of one, Comments: Ambulates with a | ine fr
walker device and one aegist’. - The 2/21/12 determine frequency
Nursing Discharge Note states, "Discharged -of surveillance after
today home with his son ar1d home heatth this time.
‘seyvices. Residant did not participate In tranafars : . ;
| from bad to wheelchalr or whaelchalr to car. Very 7. _Comrective action :
drowsy, non responsive. PT [Physical Tharspy] shall be complete by g
Informed." In addition, the DNS confirmed that * ! 3/29/12. i
the MD (physiclan} was not informed of the . ; i
resident’s condition at tirhe of discharge. ! !
Per staff Intenview with a L-l‘oénalsd Praqﬁcél
Nurss (LPN) on 2/28/12 at 2:45 PM (with the. F a0l
DNS prasent during the Interview), Resident #1 .
was discharged on 2/21/12 at 11:00 AM. Prior to Po
") exiting the building, s/he stated that Resident #1 M) _
was very drowsy, The LPN and LNA (Licensed ,
t Nureing Assistant) had to "pick hirh up to move sl G N W
- | himi from the bed to the wheeichair ~. The LPN [ e G

stated s/he informed the Unit Marager that the
resident was very drowsy and not rasponding to
commande, The LPN way directed to proceed
with the discharga. The LPN and LNA .
transported the resident to the car via wheelehair
and the resident was unable to assist them in
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I

. F281
88=G

| transferring from the wheeichalr to the car, The

1 was golng to transfer the resident from the car to
| the house, After retuming fo tha facliity, the LPN

LPN natified the Unlt Manager a aacond time and
wds told to ¢ontact Physical Therapy conceaming
haw they transfer the resldent. The. LNA picked
up the reeident and pivotéd him/her into the car. .
The resident’s son stated he did not know how he

informed the Unit Manager that s/ha'did not think -
that Resident #1 should have been dlscharged

Par record revlew of docyments obtained from
Central Varmont Medical Center, the 2/21/12
Emergency Depattment Physician Summary .
states: "Diagnosis Primary: Dehydration; Patlent
Status: Patient atatus is critical; Chlef Complaint
The caregiver found [Resident #1] half off the
chalr and uaresponsive sa called EMS
[Emergency Medical Servicea]; Severity: - i
Maximum severity is severe, currently symptoms 5
are severe”. ‘Per record review of the 2/21/12. :
Emergency Department Physiclan Summary :
History and Physical, Resident #1's, "Chlef j
Camplaint: unresponsive™; Clinical Impresslcn
significant volume deplation and sodium ia
markedly elevated at 156; Dispasition: [Res!dent
#1] will be admitted to the ICU [intensiva Care -
Unit] as a full admlssmn"

Also see F281

483,20(k)(3)(i) SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

Tha services pruvided or arranged by the facility :
roust meet professlonal standards of quality "

r

This REQU!REMENT Is not met as evidented

—— e — L

- F201

F 201

z:w’w@)

L€

7o
ﬂ'

o
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(x> ., . SUMMARY STATEMENT OF DEFICIENCIES R PROVIDERS 'PLAN OF CORRECTION b
PREFIX . (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE , CoMPLETION
TAG REQULATORY OR L3C IDENTIFYING mrcnmmm TAG CROSS-REFERENCED TO THE APPROPRITE | vaTE
i ) : o DEFICIENCY) -
F 201 | Continued From page 2 -
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F281 | Continued From page 3 " F281 1. Resident #1 no
by: ; .- ides at
Based upon interview and recond reviaw, etaff . lop%cr resides at the
failed to'meet professional standards of guality for centex
1 applicable resident by: 1) Failing ta nofify the - 2. Any blood pressure
Physician concerning a low blood pressure indicative of
reading; 2) Falling to notify the Physician that the hypotension will be
Resident was very drowsy and unresponsive at. ted t ‘th o
the time of discharge; and 3). Not monitoring the reported to tne
Resident's Intake and output when indicatad. physician as per
(Resident #1) In'addition, Resident #1 required policy.
an admission. to an Intenalve Care Unlt at a focal’ iepificant
| hospltal. the sarrie day as discharge from the 3. j;ny s‘@”iﬁ:" fe
facilty for dehydration. Findings include; change In transter
ability and/ or
Per retord review of the Physiclan Orders, . unresponsiveness will
Nursing Notes and documentation of blood be reported to the
pressure readings for Residant #1, and confirmed h g Ii izratn
with the Director of Nursing (DNS) on 2/29/12 at | physt an. _
1:2F PM, the Resident's Blood Pressure (BP) wae 4. All residents will
documanted ag 88/48 on 2/18/12, Staff did not . bave dietician
report the low BP to the Physician’(MD) and d(d assessment for
not assess Resident #1 per Fadllity policy."Bload fluid/meal
Pressure, Measuring" for' low blood pressure u . me
readings. = Per review of the' Facility. palicy, requirements.
"Blbod Pressure, Measuring™: Hypotensior |s Deviations from the
defined as blood pressure lass than 10080 | ; fren
. | mmfhg. The policy states that hypotenslion . g ulld reqzu(;l(')em/czl::
| should be reported to the physiclan and that staff elow 1200cc
-should record several readings throughout the hours will be reported
day, including before and after meals. Per record to the unit managers ‘ ";,.8? [
review and confirmed with the DNS on'2/29/12 at or designee for [~
1:27 PM, there is no documentation of additiona) .
| BP readings par Facility Policy for Resident #1 follo?v‘up with the (9XY, .
. | and the 2/18/12 nursing note states Resident #1 | physician and the W
1is oriented to name and ungble to follow slmple dietician if necessary. a/u .
commands 5. Nurses will be
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F 281 | Continued From page s F 281 the policy fzg lood
of Nursing (DNS) on 2/28/42 at 2:03 PM, the _ pressures, 16U
2/3/12 the Admission Nursmg Evaluallon for requirements, and
Resident #1 states: "Mobillty: Ambulates with - procedure to be
assist of ane; Comments Ambulates with.a followed when a
walker device and one assist™ The 221412 resident is non-
| Nursing Discharge Note states, "Diachargad "
today home with hi$ son and home health responsive or
services, Resident did not participate in transfers experiences a
.| from bed ta wheslchair-or wheelchair to car. Very significant change in
| drowsy, non'résponsive. PT [Physical Therapy]
informed.” In addition, the DNS canfirmed that transfer status.
the MD (physician) was rot informed of the 6. Random weekly
residents condition at time of discharge. audits to be
Per staff interview with a Licensad Practical . | completed by DNS. or (
Nurse (LPN) on 2/29/12 2:45 PM (with Director of | designee to measure
Nursing present during the interview), the effectiveness of plan - 3
:::Id?nt va: di;’chirg;d on 2/{:1;1; tg’:j 1 t:1 200 AM. start by 3/29/12. ;
or to exiting the building, s/he a
resident was very drowsy. The LPN and LNA 7. The DNG to report
(Licensed Nursing Asslstant) had to "pick him up results of pla-n to i'
to mova him from the bed to the wheelchair”. . QAA committee I
.| The LPN stated s/he Informed the Unit Manager monthly X 3. QAA '
-that the resident was very drowsy and not itte .t
respanding to commands. The LPN waa directed commutiec 1o Z
o proceed with the discharge, The LPN and determine frequency |
LNA transported the resident to the car via~ of surveijllance after :
wheelchair and the resident was unable to assist ~ this time. 3
them jn transferring from the whaelchalr to the 8. ' Corrective action |
car. The LPN nofified the Unjt Manager a second - oIr :
-1 time and waa told to contact Physical Therapy shall be complete by !
conceming how they transfer the residant. The. 3/29/12.
LNA picked up the residant and pivoted him/her '
in the car. The resident's son stated he did not Q 8,
Know how he was golng to transfar the msident \&
frém the car to tha house. When the LPN @0 C_
retumed to the fecility, s/he told the Unit Manager.
that e/he did not think the resident should have' — W (%
FORM CMS-2587(02-99) Previcus Versiont Obsolete Evant ID: me. Fuziity ID; 475020 If continuation gheet Page 5 of 12
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F 281 Continued Frompage 5 = . 'F 281
; been discharged.

| Per record review and confirmed during Interview . :
i with the Diractor of Nursing (BNS) on 2/28/12 at : -
1:10 PM, Resident #1 was not on Intake and
Output monitoring. - Per facility policy "Resldent |,
Hydration and Prevention of Dehydratlon, "The . I
dietician will assess all realdents for hydration
+ | adequacy at least quartery and more often as .
Recesgary per rasidant need.. Minimum fluid
" | needs will be calcufated and documented on
Initial assessmeant, nursing will asess.-for signs
and symptoms of dehydration during phyeical
care, and if potential inadequate Intake ®nd/or
slgng of symptorns of dehydratioh are abserved,
-intake and output monitoring will ba nitiated and
incorporated into the care plan, the dieticiap, = . i ' :
nursing staff and the physician will assesa factors - . ’
: that may be contributing to inadequate flufd . T
| intake, : ’ .

| Per recond review of the 2/14/12 nwrsing notes
| -and conflrmed with the DNS an 2/29/12, tha,
resident had 3 ioose stools on 2/14/12 and
Narovirug (gastrointestinal finess) was presentin |’
'the facility on thia date. Per racord review ofthe '
‘Follaw Up Question Raport What percentage of ;
the meal was eaten’ for Rasident #1 and ;
- ; confimmed with the Registered Dietician on* e .
| 2129/12 at 11:38 AM, from 2731210 2/10112 - | - L - %\ —
i(ending at 1:39 PM), Resjdent #1-consumed 19 . N -‘ W
i maals. At 12 of those 19 meals, the resident | Qo<
consumed lesa than 50% of the meal. From

21012 (starting at 2:40 PM),to 2/21/12, the o | 7 o b
' &

resident consumed 33 meals. The resident
Tefusad 7 of 33 meals, and for 23 of 33 meals, . . :

the resident consumed less than 50% of the ' . S |
meal. .

: i
FORM CIM5-2567(02-09) Previous Varjons Qbsblalg . Bvent 1D: L vB711 Faciity ID: 475020
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facillty failed to provide tha necessary care and
Services t6 attain or majntaln the highest

residents’ will be
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F 281 | Continued From page 6 F 281 !'
Per record review of documents obtalned from !
Central Vermont Medical Center, the 2/21/42 i
Emergency Department Physician Summary b
states: “Diagnosis Primary: Dehydration, Patient | P ‘
Status: Patlent status is critical;” Chiaf Complaint: | ]" 5‘?{ i
The caregiver found [Resldent #1) half off the - o C - ;
chair and unresponsive so called EMS .. ™ | ¢’ Lo
[Emergency Medica) Services); Seventy i , \ /&
Maximum severity is sevure cumantly symptoms C(/V’TY\M\F
are savare" - =. i 7
Per record review Of the 2121/12 Emergency =~ ! P
Department Physician Summary History and 5
Physical, Resldent #1's, "Chief Complaint: )
upresponsive”:. Clihical Impmsmon significant !
volume deplation and sodium is markedly
elavated at 1567 Disposition; [Resident #1] will
be admitted to the ICU [Intensive Care Unlt] asa |
full admission”, 5
Algo see F201 and 327. ' P .
.F 3081 483.25 PROVIDE CARE/SERVICES FOR i F309 1 N
§-D | HIBHEST WELL BEING' | - Resident #1 no
longer resides in the
g‘ Each resident must recehla and the facllity must center. : 3 o ‘1
proviiethe necessary cars and secvices to attain 2 Any resident with ,‘/"
* or maintain the highest practicatile physical, ) 'l. e \ : ¢
. mental, and pychosocial well-belng, In iCanng umpaiment (70.%
 accordance with the comprehensive assessment | - or lack of a hearing . W{\ﬁj
: aﬂd plan of care. . : device have the L .
potential to be : J{ 070
affected by this )
 This REQUIREMENT g not met as evidencad” alleged deficient
bByased upon intervi d record practice.
p ey and record review, the 3, The care plans of all

FORM CMSZ&ROZ—BB) Pmmus Yersions DB!M
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‘P%i.éu ' R@ﬁ&%?ggc&g?ﬂmﬂﬁgﬁfgﬁnom TAG CHOSS-REFERENCED TO THE APPROFRIATE DATE
4 ‘ : . DERCIENCY)
B : ! B " L l
. F 308| Continued From page:7 - = - F309 audited to ensure that :

- | practicable physical, mental, and psychological . if a hearing b o e)
well-belng for one apphcable residentoynat | : - mpaimment is a Y.
developing an Interim Plan of Care related foa . . lmpbl t'hc F 77 T
communication deﬁcn (Resident #1). Finding. : proolem, the 1 op

i ncludes: - B T impairment is noted , G)
lawe with Dmc& f Nursing (DNS) ¢ | on the care plan. !

Per intarview i r of Nursing and - : ' es will be . M
confirmed on 2/29/12 at 3:04 PM, theré wasno | - |4 N“gs 5 wod to include ARl (
intarirrl care plan rélated i Rasident#1's o reequcaied 1o
communication deficit which included deafhess o hearing impairment
and loss of heafing aid. [n addition, the DNS X . on the resident care

t confimed on 2/28/12 at 2:10 PM that the - plan

| Admiasion Nursing Assessment dated 273412 n ki = \
documented the resident has profound deafress. ' i 5. Ragdom weekly
Per record review of the 2/22/12 Soclal Service , |. : audits to be
Note and.confirmad during Intarview withthe .. | ! completed by DNS or

Soclal Worker an, 2/29/12 at 2:34 PM, Resldent -

#1 is hard of hearing and left-hedring Ild was lost | designee to measure

at Central Varmont Medical Center (CYMC). | effectiveness of plan
| During the fnterview, the. Sogial worker stated thi L start by 3/29/12.
hearing aid was missing upon admigsion t the | : 6. The DNS to report
‘facility and it was challenging for ataff to work ‘ ults of plan t
with the resident aince ahe did nothavea . . resulls ol plan fo
' hganng aid, K , ‘ QAA comxoittee
F 325 483, () MAINTAIN NUTRITION ST, ATUS ; F-986 monthly X 3. QAA
S$S=Di{ UNLESG UNAVOIDABLE .. . _ committee to
Based on a¥gsident's comprehensive e ! deter,mu}e frequency
assessment, Ye facilty must ensure thata - . of surveillance after
| resident - ) : this time.
" | (1) Maintains ac ble' parametem aof nutritional | L 7. Corrective action
status, such as bbdwaeight and protein levels,

unless the resident's Maical condition. .. shall be complete by
demonstrates that this I2\pot possible; and : P 3/29/ 12.

(2) Receives a therapeutid\jiet when there Isa . : ‘.
natritional problem. '

i
i
: '
i

i i
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. : . . _ DEFICIENCY) .
.F 309 Contmued Frompage? = . [ Fa309

racticable physical, mental, and psychological

II-being for one applicable resident by not

developing an interim Plan of Cars rélated toa ‘ ! 20 1 ) '
‘comiyurication dafict (Resident #1) Fiing. . F <
| includdg; _ o 0 c I'VL/

4W

Y

thas profound deafress. |~
!12 Social Service ., . :

at Central Varmont Medical Ce
During the interview, tive Saglal
hearing aid was missing uppn admigslon th the *
“facllity and 1t was challenging for stay to wark
with tha resident since s/he did nothavea

s hearing aid. " .
F 325 ; 483,25(f) MAINTAIN NUTRITION STATUS " Fa25 oy
§5=D | UNLESS UNAVOIDABLE .. . 1. Resident #1 no _
' I longer resides in the
Based on a residant's comprehensive . | center. The resident

| resident - . : . .

' | (1) Meintains acceptable Pﬂmmdtom of nutritonal | .. weight 1°Ssﬂfurmgt
status; such as body weight and protein levels, the stay at the center.
unless the resident's clinical condttion. , ¢ 2. Allresidents have the
?E;n’lzonstlmtaa that this Is not posslble; and ' i potential to be

2) Recelves a therapeutic diet when therelsa . : .
nitritional pwblem , ,. affected by this
: alleged deficient
) practice.
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NAME OF PROVIDER OR SUPPLIEH

BERLIN HEALTH & REHAB CTR

88 HOSPITALITY, ORIVE
BARRE, VT 05841

STRELT ADDRESS, CITY, STATE, ZIP CODE

. SUMMARY STATEMENT OF OEFICIENCIES

c Per record review and coﬁﬁrmad with the

This REQUIREMENT i& not met as evidenced
by:

Besed upon InteMew and racord raview, the
tacifity falled 1o complate a Nutrdtional -

| Assessment for one applicable resident which
lncludes tha estimated naeds for calories and

' fiids upon admissjon and prior to dlscharge
(Resldent #1). Fmdmgs mciude

| Per recard review of the Reglstened Dleficlans
| Progress Note'and Nutritional Agsessment: dated
! 2/9/12 and confirmed with, the Reglstered :
‘ Dietician (RD) on 2/29/12 at 11:38 AM, Rasidant.
'#1's nurttional assessmant was (ncomplete and

! did not includs the estimated nutrientneeds for i -
' 1 calories or fluids. Per interview on'2/29/12 at .

| 12:05 the RD calculatad, pér request ofthe . |
: 4 suryayor, that Resident #1 s dally fluld

| requirement i 1648 cc fluid per day'basad upon . |
.1 a height of 89 inches and recorded welght of 145

pounds

. Registered Dietician (RD) on 2/29/12 at 1138

! AM, the "Follow Up Question Report What

; ! percantage of the meal was eeten’, Resident #1
| consumed 19 meals from 2/3/12 ta 2119112 -

' i.(ending at 1:39 PM). At 12 of those 19 meals, the |

i resident consumed less than 50% of the meal. f
. Fram 2/10/12 (starting at 2:40 PM) to 2/21/12, the !
resxdent congumed.33 meals. The realdent = !

i refused 7 of 33 meals, and for 23 of 33 meals, |

i the resldent consumad Isss than 50% of the’ i
i meal. In addition, the 2/9/12 RD Progress Note |
i for Resident #1 states "Nutrition aassesrment PO :

¢ (oral) intake overali falr with approximatsly 2/3 of ! ‘

l

i

!
bl

will be audited for a
complete dietician
assessment including
estimated nutrent
needs for calories and
fluid. The dietician
will continue to
recommend |
supplements based on
her assessment of
needs. '
Dietician will be I
reeducated on facility
policy for completing
dietician assessments.
Random weckly
audits to be
completed by
Regional RD or
designee to measure
effectiveness of plan
start by 3/29/12.

The DNS to report
results of plan to
QAA committee
monthly X 3. QAA
cormmittee to
determine frequency
of surveillance after
this time.

¢
B
Vi

D) ID ‘PRGVIOER'S PLAN Qr CORRECTION ; (xs&ﬁ
PREFIX ‘DEFICIENCY MUSYT BE PRECECED BY FULL pasm : (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR | 8C IDENTIFYING INFORMATION) TAG ‘1 ° ' CROSS-REFERENCED TO THE APPROPRIATE DATE X
. ! ' , . osﬂmsncn :
o ' K 3, Al re51dent’s records
- F 325 | Continued From page 8 F 325:
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" Feally ID: 475020
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STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPUER/TLIA {(*2) MULTIPLE CONSTRUCTION (‘)(3) DATE SURVEY
AND P!AN OF CORRECTION IDENTIFICATION NUMBER: AB UILDNG . COMPLETED
- LDING c
_ , _ A75020 B WiNg 02/29/2012
NAME OF PROVIDER OR SUFFLER . - + , © | STREET ADDRESS, CITY, STATE, ZIP GODE
. : C T,
BERLIN HEALTH & REHAB CTR DBEAP::!: v).\rU;:sD‘I:IVE
' o@m | . SUMMARY STATEMENT OF DERCIENCIES - o PROVIDER'S PLAN.OF CORRECTION b s
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX . (EACH CORRECTIVE ACTION SHOULD BE  * | GOMMETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE . DATE
. ; ) . UEFICIENCY) , .
7. Correc‘ave action
F 326 : Continued From page 9 A : . F325 shall be complete by
meals at 25%; Decreased appetite ptior fo : 3/29/12.
admission noted, expected to improve as as ;
resident adjusts/recovery’. Also, the RD'stated ;
that at the 2/16/12 Weight Meeting, food refusal - '5
for all-residents was noted and discussed at the ! !
interdisciplinary meeting and ho'dletary . . i 5
" | supplements were ordered for Rasident #1, ;
. L a
Alsosee F327 . | : ' ‘
F 327 | 483.25() SUFFICIENT FLUID TO MAlNTAIN . F327 1. Resident #1 no o
§S=G [HYDRATION . j longer resides in the P
The facliity must provide each resident with : center. Rtfs’dem dl.d : P
sufficient fluid intake to maintaln propar hydration ' not experience weight | '
and health. | loss during the stay at 9,/]
IR the center. 1; Z ¢
5 2. All residents with :
This REQUlREMENT is not met ag ewdenced i ey :
by, .- decreased fluid intake ) O C/
f:aﬁ upon Interview and record rEVleW the | due to a change in ,
cility failed 1o assure thet 1 applicable resideént | condition have the E
recelved sufficient amount of flulds bagad upon” | tential t be
individual needs, who then requiirad admisslon to' potential to ©
an Jntensive Care Unit &t a locel Rospital tha * | affected by this
| same day as discharge from the facility for ; alleged deficient
dehydmﬂon (Resident#1), Flndlngs include; practice.
, . Ly
Per.Policy Review ‘Reaident Hydration and | 3. Minimum fluid intake
Prevention of Dehydration" and confirmied during - | _will be deterrmined by
Tinterview with the Director of Nursing (ONS) an o ’
‘229012 at 1:10 PM, the policy states the dietician :ﬁe dietician af per ‘-
! will assesg all residents for hydration adequacy at.: & assessmen A
 Isast quartetly end more ofters as nacageary per - P
resident need. Minlmum fluid needs will be . i
- caleulated and documentsd on initial : i
 8sgessment, nursing will assess for signs and '
. symptoma of dehydratron during physncal care, , i
FORM WWWC) Previous Varsions Obaolete " Event/D: mel ‘Fu;illw |D: 475020 if tontinuatlon sheet Page 10 of 12
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND ?‘LAN OF CORRECTION IDENTIFRICATION NUMBER; “ | A sUiLonG ! . COMPLETED
e
. . . 475020 T —_ 9272812012
NAME QF PROVIDER OR SUPPLIER SR STREET ADDRESS, GITY, STATE. ZIP CODE
JBERLIN HEALTH & REHAR CTR ' 38 HOSRITALITY DRIVE
) ~ _ _BARRE, VT 06641
{X4) ID . SUMMARY STATEMENT OF DEFICIENGIES . L. PROVIDER'S PLAN OF GORREGTION D)
PREFIX {EACH DEFICIENCY MUST BE FREGEDED BY FULL ' PREFIX ' (EAGH GORREGTIVE ACTION SHOULD BE . COMPLETION
TAG | . REGULATORY OR LGG IDENTIPYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. , . DERGIENGY)
F 327 | Continued From page 10 | payl 4 AL fe.s‘dzlnt
.| and if potential inadequata intake arid/or signs of ' nutrition .
symptoms of dehydration are observed, intake , assessments will be
and output monitoring will be inftiated and ' audited to epsure
| incorporated into the care plan, the dietician, . completion of
1| nursing staff and the phyaician will assess factors | - nutrition and fluid
that may be contriblting to inadeguate fluid : . : ¥
intake. v intake requirements,
o ' » _ ' : oo 5. Intake documentation
: Peryecor review of the Registered' Dieticians will be initiated as
i Nutritional Assessmant dated 2/9/12 and . : er center poli d
i canfirmed with the Reglatered Dietician (RD) on P poliey & ‘
2/29/12"at 11:38 AWM, Resident #1's nutritional | procedure.
:::Bes;ment_ was incomplete and did notinclude | . 6. Residents on intake ;
- { the estimated nutrient nesde for calaries or fluids: o itori 1
During the interview, the RD stated s/he did not _— mtzlntotn:% will be
update the nutritonal assessment upon : : evalua c. or-
|'admission and prior to discharge. THe'RD stited | - dehydration if the
ﬂ'\at,RestIde?t, #1's food and fluid requirements - minimum fluid intake
. | were not calculated during tha resident’ btay. . i intai
.| PerInterview on 2/28/12 at 12:05 PM the RD" : ;sémt mal:tmned for
calculatad, per requést of the surveyor, that : ' _a ys and the
. Resident#1's daily fluld requirement is 1648 cc | : residents has a
ﬂu:;i_ per day based upon a helght of 69 inches ] condition where fluid
Qnhd recardad weight of 145 pounds“ L - loss is anticipated_
Par record reviaw of the nursing notes and . ' 7. Sup I_ylemen,ts will
confirmed with the DNS on 2/29/12, Resident #1 | - ; continue to be i
had 3 loose stools on 2/14/12 and Narovirus - recommended as per
(gaestrointestinal fliness) was present In the facllity ! the dietician
on this date, , C L )
L ' assessment of
Per record review and confirmed with the ' oo nutritional needs.
E:ng';‘!:fi%l%:ﬂﬁﬂ% (RE;%i an éﬂel:tz \?Vth 11:38 - ' 8. Nurses will be
,. . p Question Report: What . '
i percentage of the meal was saten', Resident #1 ' ree(.iucated on the
i cansumed 19 meala from 2/3112 o 2/19/12 ‘ policy and procedure
| (ending at 1:39 PM). At 12 of those 18 meals, the 3 for Intake
resident consumed less. than 60% of the meal, | implermentation,
v . S ) - l .
FORM CMS,25a7(02-85) Prevoua Versiona Obgolete -~ . EvemtID:LVE714 Facilty ID: 475020 r('continuaﬁon sheet Page 1 ] of 12
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Event ID:1Lvo711

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . ._OMB NO, 0938-0391
STATEMENT OF DEFAGIENCIES (X1) PROVIDER/SUPPLIER/CLIA () MYLTIPLE CONGTRUCTION (X3).DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: . st ) COMPLETEDR
o ' T ' * |A8UILDING c
_ . | 475020 B WING 02/29/2012
NAME OF PROVIDER OR SUPPLIER ' BTREET ADDRESS, CITY, STATE, ZIF CODE
_ , o 98 HOSP(TALITY DRIVE
BERLIN HEALTH & REHAF,CTR BARRE, \/T 0'531- 1
1. e ! SUMMARY8TATEMENT OF DEFICIENGIES b, "PROVIDER'S PLAN OF CORRECTION 1 oo
PREFIX | GH PEFICIENCY MUST BE PRECEDED BY FULL .1 PREFIX ‘(EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
TAG REGULATORY OR LBG IDENTIFYING INFORMATION) - TAQ - CROSS-REFERENCED TO THEAPPROPRIATE ! DAYE
: I DEFICIENGY) ;
: | dehydration :
F 327 | Confinued From page 11 v Fazz evaluation and :
From 2/10/12 (starting at 2:40 PM) o 2/21/12; the g : :
| resident consumed 33 meals: Theresident documentatlokri. ‘
refused 7. of 33 meals, and for 23 of 33 meals, - . 9. Raqdom weexkly o
the: Tesident consumed less than 50% of the ; audits to be - 1)3//’
meal. In addition, the 2/9/12 RD Progress Note ! completed by DNS or \/
for Rasident #1 states "Nuitrftion assessment, PQ : designee to measure | . d ¢ ﬁ
(oral) intake overall falr with approximately 2/3 of : - . £l 6‘ ]
meals at 25%; Dédreased appetita priorto ~ - - ' effectiveness of plan : g
admission noted, expacted to improve esaa, | start by 3/29/12. | . '
' 'resident adjustarecovers". Alag, the'RD stated 10. The DNS to report . g
that at the 2/16/12 Weight Mesting, food refusal results of plan to 4 W
for all residents was noted and discussed af the ; tt U 6
" | interdisciplinary meeting.anhd no dietary . — .. QAA commitiee '
suppleients were ordered for Resident #1. : monthly X 3. QAA
‘p. ‘ A coview of d btainad . i committee to
| Per racord review ocuments obtalned from - i
Central Vermont Medical Center, the 2721112 . ; \ dgtem“;fl ﬁequ:g oy
Emergancy Department Physician Summary ’! ol surveliance aiter
| States; “Dlagnesis Primary: Dehytiration; Patient this time.
; ?htratus: Patient f:tams & cl:yitiqat; ( r;‘r’ef Complaint : 11. Comrective action
i The careglver found [Resident #1] half off the
i chair and unresponsive so called ]EMS : [ Shall be complete by
/[Emergency Medical Services]; Severity:, | 3/29/12.
- ! Maximum severity is severe, currantly symptoms
| are sevare", T '
| Per.racord review of the 2/21/12 Emargency
: Dapartment Physician Summary History and
i Physim,l. Resident #1's, "Chief Cortpldint -
. | unresponshve"; Clinical Impression: significant -
volume deplation and' sodium i markedly, . .
. elevated at 156", Disposition:'[Resident #1] will
be admitted to the ICU [Intensive Care Unit) as a {
| full admission", ! ;
. ‘ i ' I:
' |
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